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10.

KANSAS MEDICAID STATE PLAN
Attachment 3.1-A
#1

Inpatient Hospital Services Limitations

Services shall be ordered by a physician and shall be related specifically to the present
diagnosis of the Consumer.

Rehabilitation therapy is limited to that which is restorative in nature and provided
following physical debilitation due to acute physical trauma or physical illness.

Prosthetic devices provided by a hospital are limited to those that replace all or part of
and internal body organ, including replacement of these devices.

Elective surgery is noncovered with the exception of elective sterilization procedures.

Transplant surgery is limited to corneal, kidney, bone marrow, and liver transplants and
related services. Procurement of the organ is covered.

Inpatient acute care related to psychiatric services is limited to stays in which the
psychiatric plan of care is directed by a psychiatrist and in which psychotherapy is
provided on a daily basis. Individuals admitted to psychiatric care must have received an
assessment to determine appropriate care level before services are reimbursed.
Sterilization and abortions are covered in accordance with current federal regulations.
Discharge days are noncovered.

Inpatient treatment for substance abuse is limited to detoxification.

See attachment 3.1-A, #4.b. for inpatient hospital service limitations for children under
21 years of age.
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Visits

Consultations

1.
2.

KANSAS MEDICAID STATE PLAN
Replacement Page
Attachment 3.1-A
#5.a., page 1

Physicians’ Services Limitations

Office visits are not covered when the only service provided is an injection or some other
service for which a charge is usually not made.

Hospital visits are limited to one per day of Medicaid-covered stay per consumer.

Nursing facility visits are limited to one per month per consumer unless there is a medical
necessity for more.

See Attachment 3.1-A, #4.b. for physician visit service limitations for children under 21
years of age.

Consultations without a written report are noncovered.

Inpatient hospital consultations are limited to one per ten day period unless there is
medical necessity for more.

Other consultations are limited to one per condition every 60 days unless there is medical
necessity for more.

Only medically necessary surgical procedures are covered with the exception of
sterilizations.

Abortions, family planning services and sterilizations are covered in accordance with
current federal regulations. Reverse sterilizations are noncovered.

Experimental, pioneering and cosmetic surgeries are noncovered.

Transplant surgery is limited to corneal, kidney, bone marrow, and liver transplants and
related services. Procurement of an organ is covered.

Surgical assistant services are noncovered when surgery is determined not to require an
assistant.

See Attachment 3.1-A, #4.b. for physician surgery service limitations for children under
21 years of age.

Concurrent Care

l.

Concurrent care services are covered if the consumer has two or more diagnoses
involving two or more systems, and if rendering quality care required the special skills of
two or more physicians.
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Revision: HCFA-PM-87-4 Attachment 3.1-E
December, 1998 Page 1

OMB No. 0938-0193

State/Territory:__Kansas &

STANDARDS FOR COVERAGE OF ORGAN TRANSPLANT SERVICES

Kansas assures that similarly situated individuals are treated alike in the coverage of organ
transplants. Cornea, kidney, bone marrow, and liver transplants are covered. There are no
restrictions on the facilities or practitioners which provide such procedures which would
diminish the accessibility of high quality care to individuals eligible for transplants.
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